Although our knowledge of the antimicrobial capacity of human milk advances rapidly, we know little about the practical contribution to the health of the breast fed infant of the protective factors in milk.' This is of particular relevance in the developing world where breast feeding is sustained for long periods and where infants usually grow up in a heavily contaminated environment. We undertook a semilongitudinal study of the concentrations of 7 major immunoproteins in the milk from rural Gambian women. Several determinants of the concentrations of these protective factors (PF) were identified, and the size and consistency of the variations suggested that different health patterns among infants may be partly ascribed to differences in their PF intakes.
Methods
Subjects. All Fig. 1 (a) and (c)). In contrast, the concentration of 400 (i lysozyme rose progressively throughout lactation and was, on average, 4-7 times higher in the latter part of the second year postpartum than in the first 3 months of lactation ( Fig. 1(e) ). Because of a concomitant decrease in breast milk volume after 2-3 months postpartum that is a feature of this community,3 12 hour intakes of PF, except for lysozyme, fell sharply during the first year. PF intakes were then maintained for up to 18 months lactation at least, suggesting that some degree of compensation for the declining breast milk volume occurred ( Fig. 1 (b) and (d) ). The 12 hour intake of lysozyme rose throughout lactation and the increase in concentration more than offset the decrease in breast milk volume ( Fig. 1 (f) ).
Seasonal variation. In the season of peak prevalence of diarrhoea and many other infectious diseases (August-September)6 7 no increase was observed in the concentrations of any PF. Indeed there were appreciable decreases in IgA, IgG, C4, and lysozyme concentrations between milk collected in JuneJuly and August-September (Fig. 2) . It is possible, however, that the spectrum of specific immunoglobulins responded to new infections even though the total concentration decreased. As mean of all corrected PF concentrations for each woman, were significantly higher in mothers of parity 1 and 2 compared with those of parity 3 to 9 (P<0-001) and there was a second rise at and beyond parity 10 (P<0-01) (Fig. 3) . Similar patterns were obtained for each PF analysed separately. The 12 hour breast milk volumes from the subset of mothers for whom volumes were available were unaffected by parity once season and stage of lactation were taken into account except for a significant drop at parities >9 (P<0.02). Consequently, the relative 12 hour output of PF was significantly higher for mothers of parity 1 and 2 than for higher parities (P<0.001) but there was no rise in the PF concentrations in milks of mothers of very high parity (Fig. 3) . It can be estimated that, on average, a first born child will receive 40 % more of all the PF throughout lactation compared with a child born at the same time to a mother of parity >8. 
